Pubic complications following radical prostatectomy are rare. Osteitis pubis typically presents with symptoms related to irritation of the pubic rami including pain with ambulation and adduction of the leg. A 60-year-old male with prostatic adenocarcinoma underwent uneventful robotic assisted laparoscopic prostatectomy. The patient noted the onset of severe pubic pain exacerbated by ambulation approximately one month post-surgery. An abdominal/pelvic CT scan was negative for acute pathology. Due to continued discomfort, a multiplanar MRI of the pelvis was performed with and without intravenous contrast material (20 ml Omniscan). The MRI demonstrated irregularity of the bladder base and proximal urethra with a fistulous tract extending anteriorly in direct communication with the pubic symphysis joint space. Vague periarticular marrow edema-like signal and enhancement at the pubic symphysis was thought to represent osteitis pubis. The patient's symptoms resolved after one month of urethral catheter drainage, intravenous antibiotics, and anti-inflammatory therapy.
INTRODUCTION
Abnormal connections between the symphysis pubis and the lower urinary tract with associated inflammation of the pubis are rare occurrences. First described in 1924 by Beer (1) as a sequela of simple prostatectomy, osteitis pubis typically presents with symptoms related to irritation of the pubic rami, including pain with ambulation and adduction of the leg. It is classically described as a non-suppurative process; however bacterial abscesses have been cited in association (2) . More recently, this finding has been associated with transurethral resection of the prostate with similar presentation, including fever, suprapubic pain, exostoses, and bilateral adductor abscesses (2) . Conservative management with urinary drainage, antibiotic therapy, and anti-inflammatory medication is standard first-line therapy for most urinary fistulae, with surgical correction reserved for unresolved cases. MRI offers excellent imaging of soft tissue-based pathology and has been used to detect urinary fistulae with good results (3).
CASE REPORT
A 60-year-old male with prostatic adenocarcinoma underwent uneventful robotic assisted laparoscopic prostatectomy. The urethral catheter was found deflated and withdrawn from the glans on the evening of post-operative day number one. The catheter was replaced uneventfully, and he was discharged home the next day. Following standard catheter removal on post-operative day nine, he was readmitted with fever, rigors, and urinary cultures positive for quinolone-sensitive E.Coli. The patient defervesced with antibiotic therapy, which was continued for 14 days.
The patient noted the onset of severe pubic pain exacerbated by ambulation approximately one month post-surgery. An abdominal/pelvic CT scan was negative for acute pathology. Continued symptomatology prompted further evaluation with dedicated pelvic MRI (Figure-1 of the pelvis performed with and without intravenous contrast material (20 ml Omniscan) demonstrated irregularity of the bladder base and proximal urethra with the fistulous tract extending anteriorly in direct communication with the pubic symphysis joint space. Vague periarticular marrow edema-like signal and enhancement at the pubic symphysis was thought to be infectious/inflammatory in etiology (Figure-2 ).
Similar inflammatory changes were also evident in the proximal adductor musculature bilaterally. The patient's symptoms resolved after one month of urethral catheter drainage, antibiotics, and anti-inflammatory therapy. A confirmatory CT cystogram before and after voiding demonstrated the absence of persistent fistula prior to catheter removal.
DISCUSSION
The role of MRI in the workup of a fistula involving the urinary tract is evolving. While limited by the same patient requirements as other MR exams, looking for urinary tract fistulae via MRI offers the advantage of being relatively less invasive than retrograde studies and offers excellent imaging of soft tissues, which can provide evidence for fistula even when the tract itself is not visualized. The ability to image inflammatory changes in soft tissues is especially helpful in a situation where external physical findings are not present or indeterminate. This is especially true in the case above where a symptomatic patient had a negative CT scan of the pelvis while MRI demonstrated significant pathology. Continued progress in the field of MR imaging provides yet another useful imaging adjunct in the diagnosis and management of these challenging Urologic problems (3). 
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